In 2014, the American College of Nurse-Midwives (ACNM) launched a project called Clarity in Collaboration to develop data definitions related to midwifery and maternity care delivery processes. These definitions are needed to ensure midwifery care delivered in collaborative care models is accurately and consistently captured in clinical documentation systems, data registries, and systems being developed as part of health care restructuring and payment reform. The Clarity in Collaboration project builds on the efforts of the Women's Health Registry Alliance (WHRA), which was recently established by the American College of Obstetricians and Gynecologists. Clarity in Collaboration mirrored the process used by ReVITALize, WHRA's first maternity data standardization project, which focused on establishing standardized clinical data definitions for obstetrics. The ACNM Clarity in Collaboration project brought together maternity and midwifery care experts to complete a year-long consensus process, including a period of public comment, resulting in development of 20 concept definitions. These definitions can be used to describe midwifery care within the context of collaborative care models. This article provides a summary of the ACNM Clarity in Collaboration process with discussion of implications for maternity data collection.
INTRODUCTION
Collaboration has always been essential to midwifery practice. [1] [2] [3] However, the amount of midwifery care provided in collaborative models has been difficult to quantify or track. Superior outcomes have been demonstrated when midwives are the primary maternity care providers and work collaboratively with other providers to coordinate maternity care. Women in these care models have high rates of spontaneous vaginal birth, breastfeeding initiation, feelings of control during labor, and a known attendant in labor. 4 Certain midwifeled collaborative care models, such as freestanding birth centers and CenteringPregnancy, decrease rates of cesarean and preterm birth, 5, 6 the 2 biggest areas of US maternity care spending. 7 There is also evidence that continuity of care with a primary midwife leads to greater satisfaction with care. 8, 9 There are other collaborative models of maternity care where midwives work as part of a team but may not provide care throughout the childbearing cycle. Examples include the laborist model, where midwives provide only intrapartum care, or midwives who are involved in resident education and often provide prenatal and postpartum care but not direct intrapartum care. 10 An increasing number of US women receive care in collaborative models where physicians work together with midwives or other advanced practice providers such as physician assistants and nurse practitioners. 11 Linking these types of midwifery care to outcomes is challenging since many providers will see a woman through the course of care. However, provider-specific data is critical to evaluating the success of emerging interprofessional collaborative care models and informing value-based reimbursement strategies since rates of interventions, such as cesarean birth, vary greatly by provider and care model. [11] [12] [13] The Patient Protection and Affordable Care Act is incentivizing health systems, insurance companies, and providers to develop and expand models of care that improve care coordination and continuity. Value-based payment rewards providers and health systems based on measures of quality. 14 Standardized outcome measures are being developed across medical specialties, and the success of health care reform will depend on the successful implementation of routine quality reporting via digital information systems. 15 Maternity care professional organizations in the United States have begun collaboratively developing data standards for these systems.
The Women's Health Registry Alliance (WHRA) was established by the American College of Obstetricians and Gynecologists in 2011 to facilitate collaborative development of maternity data collection systems with the goal of improving outcomes in women's health. 16 The ReVITALize project, WHRA's first initiative, was launched to develop a common language for US stakeholders involved in clinical maternity data collection. The first set of ReVITALize data definitions focused on obstetrics and was developed via a multistakeholder consensus process. 17 The ✦ Comments for definitions that had less than 90% agreement from survey participants were analyzed using a qualitative descriptive process and revised by the expert panel.
✦ The definitions developed by the Clarity in Collaboration process will be useful in maternity data collection for quality improvement initiatives, research, education, and policy.
ACNM is part of the WHRA. Building on the ReVITALize effort, ACNM embarked on a parallel consensus-building process called Clarity in Collaboration to define concepts related to midwifery in collaborative maternity care. These definitions were designed to enable consistent documentation of midwifery care and to capture critical aspects of care such as collaboration, coordination, and continuity.
PROCESS
The Clarity in Collaboration consensus process began in March 2014 and was modeled on the ReVITALize data definition consensus process, a modified Delphi method. The Delphi method is a multistage process where a panel of experts work anonymously via a series of questionnaires to reach consensus on a research question or complex issue. In each round of questionnaires, panelists see how their assessment compares with other experts and adjust their opinion based on the group's findings until a consensus is reached. 19, 20 This method has been used in nursing and midwifery for identification of priorities for education and research as well as to describe areas of practice. 21 The Clarity in Collaboration process differed from traditional Delphi methods by including a face-to-face meeting of the expert panel members. Direct dialogue between experts was critical for the development and refinement of concept definitions. The ReVITALize definition development process also included in-person and remote collaborative work by groups of experts. 18 The Clarity in Collaboration process included 4 phases.
Phase 1: Preparation and Initial Concept Development
The leadership team was made up of ACNM representatives and experts in maternity data collection (authors M.F., A.R., and L.C.), who provided the initial project vision and plan. The leadership team identified content experts and engaged a diverse panel representing nursing, midwifery, obstetrics, and maternal-fetal medicine as well as researchers, data collection and data standards experts, informatics, medical coding and vital statistics experts, and patient advocates (see Supporting Information: Table S1 ). The final expert panel consisting of 21 members, including the 3 members of the leadership team, convened for the definition development process.
The leadership team then identified preliminary data elements, or concepts, based on existing maternity data sets.
Relevant background documents (see Supporting Information: Table S2 ) were compiled. Domestic standard-setting documents were prioritized, but international standards and literature on interprofessional collaboration and outcomes measurement were also included. Based on this review, 18 concepts were developed and grouped into 3 categories: midwifery care, continuity of care, and collaborative care.
The expert panel was asked to rank the relevance and importance of the 18 concepts on a scale of 0 to 10 using an online survey. Fourteen of 21 experts participated in the survey, and all concepts ranked above 5. Based on survey scores, all 18 concepts were included in Phase 2. The leadership team drafted preliminary concept definitions with the US midwifery and health care context in mind but with a foundation in the International Confederation of Midwives' (ICM's) international definition of the midwife. 22 The intention was to leave the language broad enough to enable use of the concepts in global midwifery and maternity care contexts.
Phase 2: Concept Refinement
The expert panel was convened for a one-day workshop at the 59th ACNM Annual Meeting in Denver, Colorado, in May 2014. The leadership team presented the 18 preliminary concepts to the expert panel for definition development and refinement. Panel members were divided into 3 working groups corresponding with the 3 categories of concepts. Experts were assigned to a working group based on their background and knowledge. At the end of the meeting, all participants voted on each concept definition, including 3 new concepts proposed by the working groups. All concepts were endorsed, some with stipulation of revisions. After the meeting, concept definitions were revised to incorporate feedback, and the panel voted electronically to approve these revised definitions to be sent for public comment.
Phase 3: Public Comment
Public comment was collected via an online survey tool. Promotion of the open comment period included an e-mail to the ACNM membership and inclusion in the ACNM weekly e-mail news publication (Quick e-News). An e-mail was also sent to all participants in the ReVITALize process (see Supporting Information: Table S3 ), which included many national maternity care and data collection stakeholders. The They may also refer to other providers as needed.
May include a single midwife practice or a multi-midwife practice.
No limit on the number of midwives.
The model does not include transfer of care in the antenatal period.
Intrapartum transfer for cesarean is included.
Interprofessional May include circumcision.
May include well-baby visits.
May include newborn problem visits.
(Continued) In cases where intrapartum care begins at home or birth center and is transferred to hospital, the home or birth center provider is the admitting provider.
Primary maternity care provider
The provider who is responsible for addressing the majority of health care needs during pregnancy, birth, and the postpartum period.
This provider ensures access to and
This applies when the primary provider seeks consultation, collaboration, and/or referral.
This does not include transfer of care.
(Continued) The participant feedback on each of these 8 concepts was analyzed using the Thorne's method of qualitative interpretive description. 23 Two qualitative researchers (authors J.C.P. and K.J.C.) immersed themselves in the data, repeatedly reading participant comments, and individually coded all comments. The researchers then discussed their results and derived themes and representative quotes for each of the concepts. These results were then presented to the Clarity in Collaboration leadership team.
Phase 4: Revision and Finalization
The qualitative analysis of public comments of concepts with less than 90% approval was sent to each working group along with leadership team input on potential revisions. The expert panel working groups worked via conference calls and collaborative writing to revise these 8 concept definitions. Following revision, the expert panel electronically voted on the full revised set of concepts on December 18, 2014. All concepts were unanimously approved. Supporting Information: Table S4 presents the original 21 concepts and indicates concepts that were revised or dropped based on public comment. Table 1 lists the finalized concepts and definitions.
OUTCOMES
The 4 phases of the Clarity in Collaboration process led to the development of 20 final concept definitions. Significant revisions were made as a result of public comment. Of the 21 original concepts sent for public comment, 6 had the concept name or definition revised, one concept was split into 2, and 2 concepts were dropped. The final concept definitions have broad application for maternity data collection and use.
The 2 concepts that were dropped defined low-risk pregnancy and low-risk status at entry into intrapartum care. From both national and global perspectives, there is controversy in defining peripartum risk status. Although both concepts had greater than 90% approval, comments revealed that risk status must be determined within a larger context and that one definition is inadequate. For example, high maternal body mass index increases risk of prenatal complications but may not be associated with the same level of intrapartum risk. 24 The definitions sent for comment did not encompass the full spectrum of demographic, medical, and social risk factors that can affect birth outcomes. The expert panel agreed that more extensive and contextual definitions of risk status are needed.
Standardized definitions of low-, moderate-, and high-risk pregnancy would improve the ability to study provider and care model effects on pregnancy outcomes. 25, 26 However, development of these definitions was beyond the scope of the Clarity in Collaboration process.
During public comment, the midwifery concepts received robust feedback, which led to changes in concept names and definitions for greater precision. The concept of midwife-led care was changed to midwife-led maternity care, and midwife-attended birth was changed to midwife-attended vaginal birth. The concept of any midwifery care of the newborn was broken into 2 concepts: any midwifery care between 24 and 72 hours of life and any midwifery care of the newborn beyond 72 hours of life. The ACNM Core Competencies for Basic Midwifery Practice state that midwives are expected to be able to manage the care of well newborns up to 28 days of life. 27 Most midwives who attend births provide some level of newborn care at birth or in the first 24 hours regardless of practice setting or care model. These definitions were developed to allow more precision in measurement of midwives' involvement in newborn care beyond care at birth and within the first 24 hours. The American Midwifery Certification Board (AMCB) has reported that midwives working in rural areas as well as midwives in birth center and home birth settings reported greater responsibilities in newborn management. 28 This information would be significant for midwifery education and regulation as well as workforce development and planning.
Public comment also led to revision of concepts related to continuity and collaboration. Team continuity of care was changed to interprofessional collaborative maternity care to provide a general description for collaborative team models, while team continuity of care model was developed to describe interprofessional collaborative teams that provide continuity by adhering to a shared philosophy of care and common practice guidelines. These 2 concepts, together with midwife-led maternity care, can be used as practice-level descriptors for maternity care models. To capture continuity within the care delivery model, continuity of care provider was changed to continuity of maternity care provider encounters, which allows for quantification of continuity with number of visits to the primary provider.
Finally, for the concept woman reports known provider at birth, public comment participants expressed confusion over what it means to know a provider. However, since the intention for this definition was to allow the woman to define knowing, the overall concept was not revised following public comment. This concept is critical to demonstrating patient perception of continuity and was derived from the 2013 Cochrane Review finding that having a known midwife at the birth was associated with increased patient satisfaction. 9 This concept is important, as no standard maternity-specific measures of patient satisfaction or care continuity are currently available.
DISCUSSION

Midwifery Data Collection
Formulation of health care policy depends on analysis of vital statistics as well as clinical and administrative data; however, these data sets often fail to accurately represent midwifery care. There is evidence that the number of midwifeattended births is underreported in vital statistics data. 29 The complex nature of midwifery regulation and state and facility policies affect representation of births and other aspects of maternity care provided by midwives in these commonly used data sets. 30 For example, the collaborating physician may be recorded as the admission or discharge provider, or birth attendant, rather than the midwife who performed the clinical care due to state or hospital policy, thus obscuring the data.
For these reasons, specialized data collection has been central to midwifery practice and is recognized as a vital tool not only for research and quality improvement but also for advocacy in health care policy and legislation. 31 During the past 10 years, professional midwifery organizations in the United States have developed registries for maternity data. The Midwives Alliance of North America's MANAStats project and the American Association of Birth Centers' Perinatal Data Registry are Web-based maternity data registries with comprehensive patient-level data sets. 32, 33 The long-standing ACNM Benchmarking Project collects aggregate CNM/CM midwifery practice data for quality improvement. 34 These systems have generated invaluable data on midwifery care. 6, 31, 32 However, lack of a standard for capturing midwifery care in an increasingly collaborative health care system is one of the barriers to large-scale aggregated midwifery care data in the United States.
Digital data collection tools, such as electronic health records and data registries, provide unprecedented opportunities to measure midwives' and other providers' contribution to maternity care. 35 However, the benefits of electronic health data cannot be achieved without standardization in the terminology used by maternity data collection stakeholders. 18, 36 Midwifery data collection systems, as well as other specialized systems being developed to support research, quality reporting, and the transition to value-based payment, can use the newly developed Clarity in Collaboration concepts as a standard to document midwifery care delivered in collaboration with health care teams.
Collaborative Care, Quality Improvement, and Payment Reform
The recent American College of Obstetricians and Gynecologists statement, "Collaboration in Practice: Implementing Team-Based Care," emphasizes the importance of collaborative care to achieve the "triple aim" of improving quality and health outcomes while decreasing costs. The report states that "payment systems should evolve so that all members of the team can benefit from financial incentives based on outcomes and value of care." 37 Linking data on care processes and outcomes to individual providers is essential for value-based reimbursement. The term care attribution is being used to describe this link between outcomes and care providers. For insurance reimbursement purposes, care attribution is defined as "assigning a provider or providers who will be held accountable for a member based on an analysis of that member's claim data." 38 Value-based payment for midwives and expansion of midwifery services in the United States requires further expansion and standardization of midwifery data collection and the ability to measure the "dose" of midwifery care.
The Clarity in Collaboration concepts were developed to enable this type of measurement. For example, starting in 2016, hospitals with greater than 300 births annually are required to report a performance measure of cesarean section rates for nulliparous women with term, singleton fetuses in vertex presentation. 39, 40 Midwives who incorporate the Clarity in Collaboration concepts into their data collection systems will be able to track the effect of their care on this quality measure. Previously, there was no standard method for measuring prenatal and intrapartum midwifery care received by women who needed a physician provider at the moment of birth. These data can be used not only for local quality improvement efforts, but also to inform midwifery reimbursement systems and as an advocacy tool to support expansion of care models that include midwives.
The first national-level application of the data definitions is in an ACNM Healthy Birth Initiative project designed to reduce first cesareans. Two of the Clarity in Collaboration definitions are now being used to collect information about nurse-midwifery care in a multihospital interdisciplinary quality improvement project. The Reducing Primary Cesarean project participants from 21 medical centers across the country will collect any midwifery care in labor and independent midwifery management as 2 of the variables affecting the rate of cesareans in nulliparous women with term singleton fetuses in vertex presentation.
Next Steps for Concept Implementation
Next steps include dissemination of this new data standard and broad implementation into maternity data collection systems. Maintaining an engaged community of stakeholders who can share their experiences with implementation will be critical for concept refinement as well as development and testing of standard measures. Data generated using these definitions can inform quality improvement; midwifery and medical education; and maternity care research, policy, and reimbursement methods.
CONCLUSION
The Clarity in Collaboration process led to development of 20 definitions describing critical aspects of midwifery care in collaborative maternity care models. This iterative process used standard-setting documents, current literature, interdisciplinary experts, and public comment. Implementation of these definitions into digital data collection systems and their use for development of standardized measures will provide previously unavailable capability to measure the midwife's role in collaborative maternity care models and generate evidence to inform best practices.
